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Poisoning among Young Children — United States 


The U.S. Food and Drug Administration (FDA) estimates that the nation’s 430 
poison control centers are contacted 1.5 million times each year about exposures” 
to potentially toxic substances (7). In 1981, FDA's Poisoning Surveillance and Epi- 
demiology Branch received over 121,000 reports of product- or substance-specific 
exposures to suspected poisons. Children under 5 years of age accounted for 60.3% 
of these exposures, and 13.0% of these were associated with clinical evidence of 
toxicity. Pharmaceuticals, including both prescription and over-the-counter 
products, accounted for 40.0% of the exposures (Figure 1). The most common phar- 
maceutical involved was flavored chewable vitamins (14.1%). After pharmaceu- 
ticals, the most frequently reported exposures for children under 5 years of age 
were to “cleaners, polishes” and plants. The “other, unknown” category of 
exposures, which includes ingestion of multiple products and illicit substances, ac- 
counted for 10.4% of the exposures. 

Reported by RC Nelson, MS, Mi Fow, DJ Brancato, MS, BI Cohen, GD Armstrong, MS, Poison- 
ing Surveillance and Epidemiology Br, Office of Epidemiology and Biostatistics, Food and Drug 


Administration, Rockville, Maryland; Special Studies Br, Chronic Diseases Div, Center for Envi- 
ronmental Health, CDC. 


Editorial Note: In recent years, the number of childhood poisonings has fallen 
dramatically, especially poisonings from substances required to be packaged with 
child-resistant closures. Despite this, many preventable poisonings continue to 
occur. For ingestion alone, the U.S. Consumer Product Safety Commission (CPSC) 
estimated that, in 1983, over 130,000 children under 5 years of age were treated in 
hospital emergency rooms for potentially toxic substances; 13.9% of these children 
were hospitalized.t 

March 18-March 24, 1984, marks the 23rd annual National Poison Prevention 
Week (2). It is sponsored by the Poison Prevention Week Council,8 a coalition of 31 


“Based on inquiries to poison control centers about inappropriate ingestion, inhalation, 
absorption, injection, or application of potentially toxic substances. 


tBased on data from CPSC’s National Electronic Injury Surveillance System (NEISS). 
§P.0. Box 1543, Washington, D.C. 20013. 
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national organizations representing industry, consumer groups, health profes- 
sionals, government, and the media. This year, the theme is “Children Act Fast . . . 
So Do Poisons.” Emphasis will be on activities designed to raise public awareness of 
the importance of preventing childhood poisonings and encouraging the public (1) 
to learn about the dangers of unintentional poisoning and (2) to take appropriate pre- 
ventive measures. National Poison Prevention Week will also emphasize the role that 
poison control centers play in preventing poisonings among children by providing 
public information, expert consultation, and specialized diagnostic and treatment 
recommendations for poisonings within their respective communities. 


As part of National Poison Prevention Week, the Council will: 

1. Promote the theme, “Children Act Fast . . . So Do Poisons,” and publicize the 
services of local poison control centers through workshops, school programs, 
and the media. 

2. Highlight ‘local activities by pharmacies, hospitals, schools, health 
departments, safety officials, and businesses that focus on reducing uninten- 
tional injuries among children. 

In addition, CPSC, one of the members of the Council, will conduct seminars for 
pharmacists and physicians on the importance of using child-resistant closures and 
will distribute its publication, “Poison Prevention Packaging: A Text for Pharmacists 
and Physicians” (3). 


FIGURE 1. Distribution of exposures* to chemical products for children under 5 years of 


age — United States, 1981 
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“Reported by poison control centers to the Food and Drug Administration. 
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influenza Activity — Mississippi, United States, Worldwide 


MISSISSIPPI 

For the first time in several years, Mississippi experienced a major occurrence of 
influenza affecting schoolchildren. The outbreak of an influenza-like illness begin- 
ning the third week of January was first reported among elementary and junior high 
school children in Hancock County, where influenza type A(H1N1) virus was 
isolated. Soon thereafter, the Mississippi State Department of Health received 
reports of similar illnesses among schoolchildren in Lincoln, Hinds, Madison, 
Humphreys, and Washington Counties. Affected schools reported absenteeism of 
20%-50%. 

An epidemiologic investigation conducted in Hancock County Schools revealed 
symptoms of fever (97%), cough (91%), headache (90%), sore throat (81%), malaise 
(73%), and myalgia (68%) in children with illness, which developed abruptly and 
lasted 3-10 days. Fever commonly ranged from 38.3 C to 40.0 C (101 F to 104 F). 
Some patients also had abdominal pain (58%), nausea (52%), vomiting (39%), and di- 
arrhea (28%) in varying degrees. During the outbreak, 444 of 1,093 students were 
absent from two schools. A follow-up of the absent students revealed that four 
were hospitalized when they developed pneumonia. 

Reported in Mississippi Morbidity Report by A Kennedy, MPH, R Farrell, B Helms, WE Riecken, 


Jr, MD, FE Thompson, MD, State Epidemiologist, Mississippi State Dept of Health; Influenza 
Br, Div of Viral Diseases, Center for Infectious Diseases, CDC. 


Editorial Note: This report documents the type of rapidly developing influenza out- 
breaks among schoolchildren caused by type A(H1N1) virus occurring in the present 
season. This activity, after a period of relative quiescence since A(H1N1) was most 
active in 1978-1979, might be related to the evolution of 7.2w antigenic variants (7 ) 
that spread to the United States, as well as to other genetic changes in the virus af- 
fecting transmissibility. The high proportion of children in this outbreak with gas- 
trointestinal symptoms is not typical but has been previously reported when type 
A(H1N1) virus caused epidemics in 1978-1979 (2). 
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UNITED STATES 

Influenza activity continues to be reported in much of the United States, with 
spread of type A(H1N1) virus to the Pacific Northwest (Oregon and Washington); 
and type B virus, now identified from additional east-coast states (Connecticut, 
Delaware, North Carolina). However, there are indications that the overall level of in- 
fluenza activity is decreasing. A smaller proportion of state health departments are 
now officially reporting regional or widespread influenza-like illnesses than previous- 
ly (Figure 2), and this trend has been confirmed by an informal telephone survey of 
about 20% of state epidemiologists. 

Reports from approximately 120 family practitioners participating » a pilot na- 
tionwide influenza morbidity surveillance system also show a decline in the number 
of patients with influenza-like iliness (fever over 37.8 C [100 F] accompanied by at 
least one respiratory symptom) (Figure 3). The earliest and greatest rise in office 
visits to physicians for influenza-like iliness had occurred in the South (including the 
FIGURE 2. Percentage of states reporting regional or widespread outbreaks of influenza- 
like iliness, by week of report and geographic area — United States, 1983-1984 season 
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combined South Atlantic, East South Central, and West South Central regions). This 
is consistent with reports of outbreaks and virus isolations earlier this season. 
Reports from physicians in these southern regions have shown a decrease in ob- 
served influenza-like illness over the past 4 weeks. 

In other geographic areas, where physicians’ reports suggest that influenza virus 
caused less morbidity than in the South, observed influenza-like illness has also re- 
cently decreased. However, it is possible this decreasing activity may change before 
the end of the influenza season because the regional prevalence of the active types 
A(H1N1) and B viruses may change independently. Low-level occurrence of type 
A(H3N2) infection continues, and such viruses have recently been isolated from pa- 
tients in Indiana, New Hampshire, New York, and South Dakota. 


FIGURE 3. Cases of influenza-like iliness* reported from physicians in the influenza mor- 
bidity surveillance network, by geographic area — United States, 1983-1984 season 
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“Reported to CDC by approximately 125 physician-members of the American Academy of Family Physi- 
cians research panel. A case was defined as a patient with fever 37.8C (100F) or greater and at least 
cough or sore throat. 
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Reported by Collaborating Family Physicians in the Influenza Surveillance Network; US Air 
Force School of Aerospace Medicine, Brooks Air Force Base, Texas; State Epidemiologists and 
Laboratory Directors; Statistical Svcs Br, Div of Surveillance and Epidemiologic Studies, Epide- 


miology Program Office, Statistical Svcs Activity, and Influenza Br, Div of Viral Diseases, 
Center for infectious Diseases, CDC. 


Editorial Note: When influenza type A(H1N1) virus predominates, as it most re- 
cently did in the 1978-1979 season, and outbreaks occur primarily in healthy young 
populations, influenza epidemics may not be reflected by increases in national mor- 
tality attributable to pneumonia and influenza, because the elderly are spared. Under 
such circumstances, it is especially useful to have a rapidly reported quantitative es- 
timate of influenza morbidity. To answer this and other epidemiologic needs, a pilot 
study was initiated in the 1982-1983 season involving weekly reports from family 
practitioners in all regions of the country. The observations last year and thus far this 
year generally correspond with other indicators of influenza virus activity. 


(Continued on page 139) 





TABLE |. Summary —cases specified notifiable diseases, United States 





10th Week Ending Cumulative, 10th Week Ending 
March 10, March, 12 Median March 10, March 12. Median 
1983 1979-19863 











1984 1983 1979-1983 1984 








N 581 
56 775 





Toxic Shock syndrome 
Tuberculosis 


Tulererma 

Typhoid fever 

Typhus fever, tick-borne (RMSF) ° 1 1 
Rabies, animal 153 108 








TABLE II. Notifiable diseases of low frequency, United States 
Cum. 1984 








Anthrax - Plague 
Botulism. Foodborne 2 Poliomyelitis: Total 
infant (Kans. 1, Calif. 1) Paralytic 
Other Psittacosis (Mich. 1) 
Brucetiosis Rabies, human 
Cholera - Tetanus (Md. 1) 
Congenital rubella syndrome - Trichinosis (NJ. 1, Ohio 1) 
Diphtheria - Typhus fever, flea-borne (endemic, murine) (Tex. 1) 





Leptospirosis 











“There were no cases of internationally imported measies reported for this week 
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TABLE 111. Cases of specified notifiable diseases, United States, weeks ending 
March 10, 1984 and March 12, 1983 (10th Week) 
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N: Not notifiable U: Unavailable 
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TABLE ttl. (Cont.’d). Cases of specified notifiable diseases, United States, weeks ending 
March 10, 1984 and March 12, 1983 (10th Week) 

Indigenous imported * | Total 

’ c c Cum. 
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“For measies only, imported cases includes both out-of-state and international importations 
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TABLE 111. (Cont.’d). Cases of specified notifiable diseases, United States, weeks ending 
March 10, 1984 and March 12, 1983 (10th Week) 





ic- rT F 
Syphilis (Civilien) Toxic ‘ Tule- t _— 7) 
(Primary & S dary) on remia Fever (RMSF) 
Cum Cum. Cum Cum. Cum Cum 
1984 1983 1984 1984 


UNITED STATES 5,399 6,515 17 50 9 





Reporting Area 





























122 159 
1 1 


1 o 
- 1 


1 @neco 


6 
2 
1 
1 
2 
2 
2 


eee Mee 


nN ws ee NN, . @ 
WO mwrrrrverernrere 


oe Me 


w 








MMWR March 16, 1984 


TABLE IV. Deaths in 121 U.S. cities,* week ending 
March 10, 1984 (10th Week Ending) 
All Causes, By Age (Yeers) 
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* Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 


more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included 


** Pneurnoma and influenza 
t Because of changes in reporting methods in these 4 Pennsylvania cities. these numbers are partial counts for the current week. Com- 
plete counts will be available in 4 to 6 weeks 
tt Total includes unknown ages 
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TABLE V. Years of potential life lost, deaths, and death rates, by cause of death, and es- 
timated number of physician contacts, by principal diagnosis, United States 


Years of potential Estimated mortality 
Cause of life lost before October 1983 Estimated number 
morbidity or mortality age 65 by persons Annuai of physician contacts 
(Ninth Revision ICD, 1975) dying in 1982° Number*t Rate/100,000°t October 1983°* 











ALL CAUSES (TOTAL) 9,429,000 165,020 828.9 106,300,000 
Accidents and adverse effects 

(E800-E949) 2,367,000 7,640 38.4 5,600,000 
Malignant neoplasms 

(140-208) 1,809,000 37,920 2,200,000 
Diseases of heart (390-398, 

402, 404-429) 1,566,000 61,440 6,200,000 
Suicides, homicides 

(E950-E978) 1,314,000 4,240 
Cerebrovascular diseases 

(430-438) 256,000 12,260 
Chronic liver disease 

and cirrhosis (571) 252,000 2,170 
Pi ia and infil 

(480-487) 118,000 4,180 
Chronic obstructive 

pulmonary diseases and 

allied conditions 

(490-496) ; 1,900,000 
Diabetes mellitus 

(250) , 3,300,000 








Prenatal care” 2,300,000 
Infant mortality" 3,400 11.2 /1,000 live births 





“For details of calculation, see footnotes for Table V, MMWR 1984;33:2 

t National Center for Health Statistics, Monthly Vital Statistics Report (MVSR), Vol. 32, No. 11, February 17, 1984, 
pp. 8-9. 

Sims America Nationa/ Disease and Therapeutic index ‘NDTI), Monthly Report, October 1983, Section Iii. 

IMVSR Voi. 32, No. 10, January 24, 1984, p. 1 





Influenza — Continued 


Nevertheless, information from this system must be used cautiously because of the 
relatively small number of physicians, and because the communities served by the 
reporting physicians might not always represent major population centers in the 
nation. Also, the proportion of persons with influenza-like illness who visit their phy- 
sicians could change as local outbreaks become known in a community. As with 
mortality data, long-term experience with the physician-reporting system is desirable 
to establish the limits within which its results can be reliably interpreted. 


WORLDWIDE 
Since December 1983, influenza surveillance has indicated increased influenza 
type A(HINI) and type B activity in some countries but little or no activity in other 
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parts of the world. influenza type A(H3N2) has been isolated less frequently and has 
usually been associated with sporadic cases. 


Asia: influenza type B was isolated from one patient in Yokohama, Japan, in 
February, while type A(H1N1) activity has continued at relatively high levels in many 
parts of the country. influenza type B was also isolated from a few patients in Hong 
Kong and Singapore during November and December. In northern Pakistan, influenza 
type A(H3N2) has been associated with outbreaks affecting all age groups. 


Australia: influenza activity has been limited to a few sporadic cases. One case 
of influenza type A(H1N1) and one of type A(H3N2) have been confirmed by virus 
isolation since December 1983. 


Africa: There continue to be few reports of influenza activity in Africa. Since 
January, type B has been isolated from only a few patients in Tunisia, and type 
A(H3N2) has been isolated from children and adults in Dakar, Senegal. 


Central and South America: One influenza virus isolation from Central America 
has been reported; influenza type A(H3N2) was isolated from an infant in Honduras. 
There have been no reports from South America. 


Europe: Reports from most European countries indicate little or no influenza 
activity. In England, influenza A(H1N1) was associated with an outbreak in a school; 
influenza B has been isolated from a few patients. In Italy, type A(H3N2) was isolated 
from two patients, and type A(H1N1), from one. The incidence of influenza-like ill- 
ness has increased in the southeastern part of Norway, where influenza type B has 
been isolated, primarily from children 5-14 years of age. Type B virus has also been 
isolated in Yugoslavia; most of these isolates have been from school-aged children. 
In Czechoslovakia, influenza A(H1N1) has mainly been isolated from children in 
association with localized outbreaks. Influenza type A(H1N1) was also isolated from 
one patient in Finiand, where local outbreaks of respiratory illness have occurred in 
military training centers; there have been no reports of widespread respiratory ill- 
nesses among the general population. A single isolate of type A(H1N1) has been 
reported from Sweden, where there is no general increase in influenza-like illnesses. 


Union of Soviet Socialist Republics: Beginning in late November 1983, the inci- 
dence of influenza-like illness increased above expected levels in some parts of the 
Soviet Union. In Moscow, the incidence of illness increased in late December and 
peaked in the first week of February at a rate of 330 cases per 100,000 population. 
Activity has been primarily associated with type B, although type A(H1N1) has also 
been isolated. Most cases have occurred among children and young adults, with 
reports of localized outbreaks in schools. 


Reported by Virus Diseases Unit, World Health Organization, Geneva, Switzerland; WHO Col- 
laborating Center for Influenza, Influenza Br, Div of Viral Diseases, Center for Infectious 
Diseases, CDC. 
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Epidemiologic Notes and Reports 





Pet-Turtle-Associated Salmonellosis —- Puerto Rico 


In Januaiy 1984, a 4-month-old girl was reported to the Division of 
Epidemiology, Puerto Rico Department of Health, to have been hospitalized with en- 
teritis due to Salmonella serogroup F. Shortly before becoming ill, the infant had 
had contact with a pet turtle imported from the mainland United States and pur- 
chased in a local store. Because of this patient, a case-control study of salmonellosis 
among children under 1 year of age reported in 1983 in Puerto Rico was 
undertaken. The study showed that seven of 61 patients either had pet turtles in the 
home or had known, direct contact with pet turtles in the 2 weeks before becoming 
ill. An additional three patients had possible contact with pet turtles outside the 
home. None of the matched neighborhood controls reported any contact with pet 
turtles (p < 0.05). Isolates from the 10 turtle-associated infants with salmonellosis 
were serogrouped as groups B, C1, C2, and F. Isolates were not available for 
serotyping. 

Health inspectors visited 40 pet shops broadly distributed around the island and 
impounded 1,242 turtles, all of which had been purchased through five distributors 
from two turtle farms in Louisiana. An estimated 32,000 turtles were shipped from 
these farms to Puerto Rico in 1983. Further shipment of turtles from the Louisiana 
farms to Puerto Rico has been halted by the U.S. Food and Drug Administration 
(FDA). Residents of Puerto Rico have been warned of the danger these animals pose 
to the health of children and have been advised to bring their turtles to the health 
department for disposal. 

Reported by JG Rigau-Perez, MD, Puerto Rico Dept of Health; Emergency and Epidemiology 


Operations Br, U.S. Food and Drug Administration; Enteric Diseases Br, Div of Bacterial 
Diseases, Center for infectious Diseases, CDC. 


Editorial Note: The interstate and intrastate commercial distribution of turtles less 
than 4 inches long was banned by FDA in 1975 after epidemiologic studies 
demonstrated that 14% of reported salmonellosis in the United States was attributa- 
ble to pet turtles (7,2). Since then, the efficacy of the ban on the distribution of 
small turtles has been documented by nationwide surveillance in the United States 
(3) and Canada (4), although sporadic cases of salmonellosis in Florida, Georgia, 
and lowa have been attributed to illegally distributed pet turtles. An estimated 3-4 
million turtles continue to be raised and marketed in this country for export (5). 
The study in Puerto Rico shows that these turtles may have accounted for 12%-17% 
of reported infant salmonellosis there. If the areas surveyed are representative of the 
rest of the island in this respect, then approximately 30 cases of infant salmonellosis 
reported in 1983 in Puerto Rico could be attributed to contact with pet turtles, for 
an attack rate of approximately one reported case per 1,000 imported turtles. Since 
only hospitalized salmonellosis patients are reported in Puerto Rico, and the vast 
majority of cases are probably not cultured and diagnosed, the actual number of in- 
fections caused by turtles is likely to be much higher. 
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Recent reports have linked turtles exported from the United States to S. typhimu- 
rium and S. muenchen infections in Japan (6,7), and to S. java infections in the 
United Kingdom (8). Pet turtles raised in the United States continue to be associated 
with human disease, and these animals remain inappropriate pets for children. The 
importation of pet turtles may result in a substantial public health problem that could 
be prevented by appropriate regulations. 
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Clarification: Vol. 33, No. 9 


p. 119. In the article, “Japanese Encephalitis: Report of a World Health Organization 
Working Group,” the last paragraph of the Editorial Note should read: Until 
the experimental vaccine is more widely available in the United States, long- 
term travelers at increased risk of acquiring JE who wish to be considered 
for vaccination should inquire from American Embassies in destination 
countries where JE is endemic as to how the vaccine can be obtained. 
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